It is a pity that he has abandoned the attempt to reinnervate the frontal branch because its paralysis is troublesome, functionally and asthetically. It is to be hoped that with such a brilliant innovation he will return to the attack on this still unsolved problem. Doubtless many surgeons will follow Dr Anderl's technique; they would be greatly helped by a further paper from him to clarify the Dear Sir, The report on medical and legal aspects of radiology (October Proceedings, pp 755-764) clarifies the essentially different attitude taken by doctors and lawyers, although members of the latter profession seemed to be doing their best to minimize it.
As an ENT consultant to a busy East London hospital I see about 150 cases a year where X-rays have been ordered of suspected fractured nasal skeletons. When no other injury is being queried these are unnecessary. All that matters is displacement, which can be assessed clinically much more accurately than by X-rays which usually demonstrate an unimportant crack of the nasal spine, but frequently fail to show a lateral fracturedisplacement needing correction. Yet one cannot blame Casualty Officers, for when a legal report is requested the lawyers are never satisfied unless they can be told the 'X-ray evidence', even when one explains the above facts. I hope, Sir, that publication of this letter may at least give some doctors courage enough to refrain from wasting time and money on these medically pointless films. As the authors emphasize, large scale surveys are urgently required, with close cooperation between clinician, histopathologist and immunologist. It is not an over-optimistic conjecture that a histochemical or immunological diagnostic test may be developed in the near future which will have a clinical application in identifying premalignant change in the oral mucosa.
Early diagnosis is essential for improvement of the survival rate and biopsy of an early lesion is usually a simple matter under local anesthesia.
Millions of oral examinations are carried out annually by general dental practitioners in this country and information forwarded to the Dental Estimates Board. Would it not be beneficial both to patient and dental practitioner if a small additional questionnaire were added to Form EC 17 on which the examining dental surgeon is asked to indicate that in his opinion the following areas appear to be healthylips, tongue, floor of mouth, buccal mucosa, alveolar mucosa &c.
Should the examining dental practitioner be unhappy about a lesion he is at liberty to refer the patient to a Consultant Dental Surgeon (Oral Surgery) in the Hospital Service. Yours faithfully RAYMUND O'NEIL 7 October 1976 From Mr Robin Beare London WI Dear Sir, Dr Binnie's paper in the joint meeting on oral cancer (October Proceedings, p 737) reminds us that oral cancer is an uncommon disease which eventually kills the majority of patients who get it. The gloomy statistical prognosis is, however, somewhat artificially brightened by his inclusion, in a total number of 1454 cases of 'oral cancer', of 618 patients with cancer of the lip. But these two diseases are quite different. They arise from different types of epithelium and differ in their behaviour, their prognosis, and almost certainly in their etiology. The much better prognosis for cancer of the lip is well known and is well demonstrated in Dr Binnie's graphs.
The clinical impression is that with intra-oral cancer the tumour is often associated with a generalized, but invisible, premalignant instability of the oral epithelium, perhaps analogous to carcinoma of the urinary tract. Are recurrences after surgery in the mouth always due to inadequate excision, or does the stimulus and epithelial proliferation of wound healing sometimes trigger unstable cells into neoplastic mitosis, producing a new primary focus of carcinoma? The same problem occurs with cancer of the lower lip, but here the instability of the vermilion can be seen with the naked eye and excised together with the tumour when necessary. Perhaps
